It was recently demonstrated in acutely exacerbated schizophrenia that a 6-item version (PANSS-6: P1 = delusions, P2 = conceptual disorganization, P3 = hallucinations, N1 = blunted affect, N4 = social withdrawal, N6 = lack of spontaneity/flow of conversation) of the 30-item Positive and Negative Syndrome Scale (PANSS-30) was scalable (all items provide unique information regarding syndrome severity) and able to separate the effect of antipsychotics from placebo. Here, we tested the validity and sensitivity of PANSS-6 in the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) outpatient study. We examined (1) the scalability of PANSS-6 and PANSS-30; (2) the correlation between PANSS-6 and PANSS-30 total scores; (3) whether PANSS-6 could identify symptom remission (Andreasen criteria); and (4) the effect of the 5 antipsychotics studied in CATIE Phase-1, using PANSS-6 and PANSS-30 total scores as outcomes. We found that for the 577 subjects with complete PANSS ratings at baseline, month 1, 3, and 6, PANSS-6 was scalable, whereas PANSS-30 was not. In the 1432 subjects in the intention-to-treat (ITT) sample, PANSS-6 and PANSS-30 total scores were highly correlated (Spearman correlation coefficient = 0.86). Based on 5080 ITT ratings, PANSS-6 identified symptom remission with an accuracy of 0.99 (95% confidence interval = 0.99-0.99). In ITT analyses, PANSS-6 and PANSS-30 identified the same statistically significant differences in antipsychotic efficacy, ie, olanzapine was superior to risperidone (P-value PANSS-6 = 0.0003 and PANSS-30 = 0.0003) and ziprasidone (P-value PANSS-6 = 0.0018 and PANSS-30 = 0.0046). In conclusion, PANSS-6 is a brief schizophrenia rating scale that adequately measures severity, remission, and antipsychotic efficacy related to core positive and negative symptoms in clinical trials. Prospective studies of PANSS-6 in clinical practice are required.
Introduction
The 30-item Positive and Negative Syndrome Scale (PANSS -30) 1 is the most widely used measure of the severity of schizophrenia and related psychotic disorders in clinical studies. 2 However, despite having been available for 30 years, the psychometric validity of PANSS-30 is still debated. [3] [4] [5] [6] Recently, 7 by means of item response theory (IRT) analysis, 4 we evaluated the psychometric validity of the PANSS-30 and 2 suggested shorter versions of the PANSS, the 14-item version suggested by Levine et al 3 and the 8-item version suggested by Andreasen et al 8 (the items considered in the definition of remission). None of these 3 scales were scalable (scalability is present when each item in a scale contains unique information regarding the severity of the latent syndrome being measured). The results suggested that for these scales adding the individual item scores to a total score is not meaningful from a psychometric perspective. However, only 2 items from the Andreasen et al criteria were responsible for its lack of scalability, namely G5 = mannerisms/posturing and G9 = unusual thought content. When conducting the Rasch IRT analysis on the remaining 6 items from the Andreasen et al criteria (P1 = delusions, P2 = conceptual disorganization, P3 = hallucinations, N1 = blunted affect, N4 = social withdrawal, N6 = lack of spontaneity/ flow of conversation), we found that they defined a scalable measure of "core" positive and negative symptoms of schizophrenia. Subsequently, we demonstrated that this "PANSS-6" scale was able to separate the effect of a typical antipsychotic (haloperidol) and an atypical antipsychotic (sertindole) from that of placebo in acutely exacerbated patients with schizophrenia. 7 This finding opened the possibility of using the PANSS-6 as a psychometrically valid and more practical measure of the core psychopathology of schizophrenia in clinical trials. 6 However, the initial PANSS-6 study described above was based on data from the randomized controlled trials by Zimbroff et al 9 and van Kammen et al 10 in acutely ill hospitalized patients with schizophrenia. Thus, currently, the validity of PANSS-6 for patients in the chronic illness phase remains unknown. Therefore, we tested the psychometric properties of PANSS-6 further via a reanalysis of data from the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) study, which represents the largest randomized clinical effectiveness trial in chronic schizophrenia. 11 Specifically, the following 4 research questions were addressed:
1. Are PANSS-6 and PANSS-30 scalable measures of the severity of schizophrenia in CATIE? 2. How well do PANSS-6 total scores correlate with PANSS-30 total scores-ie, does PANSS-6 convey similar information as PANSS-30? 3. Can PANSS-6 capture "cross-sectional" remission as defined by the Andreasen et al 8 criteria? 4. Is PANSS-6 equally sensitive as PANSS-30 in detecting differences in antipsychotic efficacy?
Methods

CATIE Data
We used the phase 1 data from CATIE, conducted between January 2001 and December 2004, which is described in detail elsewhere. [11] [12] [13] In brief, 1493 individuals with chronic but nonrefractory schizophrenia, aged 18-65 and meeting (or having met) the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) criteria 14 for schizophrenia were recruited at 57 sites across the United States. Individuals with first-episode or treatment-resistant schizophrenia were excluded. Participants were randomized to the first-generation antipsychotic perphenazine, or one of the following second-generation antipsychotics, olanzapine, risperidone, quetiapine, or ziprasidone. Ziprasidone was approved for use by the Food and Drug Administration (FDA) after trial initiation and was added to the study in January 2002. Participants remained on the assigned treatment for up to 18 months or until discontinuation (phase 1 of CATIE). Although CATIE had several phases, [11] [12] [13] for the current study, we analyzed the PANSS-30 ratings from CATIE phase 1.
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Statistical Analysis
The statistical methods used for each of the 4 research questions addressed in this study are outlined below:
Scalability of PANSS-6 and PANSS-30. Following the approach from our prior test of the scalability of PANSS-6 and PANSS-30, 7 the Rasch rating scale model was tested by means of the RUMM2030 Program. 15 As described in further detail elsewhere, 7 the null hypothesis of scalability in this model is that there is an invariant ordering of items, such that some have high prevalence (covering milder symptoms), while others have progressively lower prevalence (covering progressively more severe symptoms). This hypothesis was tested with χ 2 statistics that are robust indicators of the item fit for the Rasch analysis. 16 If the χ 2 value is low and the P value is >.01 (it is customary to use the 0.01 level for statistical significance in these analyses 4 ), then the null hypothesis is accepted and the scale has demonstrated scalability. 4 In the present study, the scalability of PANSS-6 and PANSS-30 was evaluated by means of the χ 2 test at baseline, month 1, 3, and 6 to test for scalability over time. For this analysis, in agreement with our recent study of scalability of PANSS-6 and PANSS-30 in acutely exacerbated inpatients with schizophrenia, 7 we only included participants with complete PANSS ratings at baseline, and month 1, 3, and 6. Six months was chosen as the endpoint for the scalability analysis, as an acceptable number of participants still remained active in CATIE at that time. 11 However, to test whether or not the resultant findings were driven by the 6-month completer analysis, we conducted a sensitivity analysis, repeating the primary Rasch analysis based on the baseline PANSS ratings of the "dropouts" (those without complete ratings for 6 months), assessing the consistency with the results of the primary analysis. For scales proving to be scalable in the initial analysis described above, we used the differential item functioning (DIF) analysis in RUMM2030 15 to examine whether age, gender, time (baseline, month 1, 3, and 6), or treatment allocation influenced the rank order of the items. Again, P values >.01 indicated that the Rasch model for DIF was accepted.
Correlation Between PANSS-6 and PANSS-30 Total
Scores. The correlation between PANSS-6 total scores and PANSS-30 total scores from the entire CATIE study (ratings = 5081) was performed by means of Spearman correlation analysis. For PANSS-6 and PANSS-30, we also assessed the correlation between the relative change in total score [(current total score − baseline score) / baseline score], the total score ratio to baseline (current total score / baseline score), as well as the total score log(ratio to baseline) [ie, log(current total score / baseline total score), which corresponds to: log(current total score) − log(baseline total score)]. These 3 correlations were based on 3929 ratings, ie, 5081 ratings minus the baseline ratings.
Adequate Capturing of (Cross-Sectional) Remission Defined by the Andreasen et al Criteria by . The "Andreasen et al criteria" 8 are often used to define symptom remission in schizophrenia, which is reached when a patient scores ≤3 (="mild") on the following 8 PANSS items: P1 = delusions, P2 = conceptual disorganization, P3 = hallucinations, N1 = blunted affect, N4 = social withdrawal, N6 = lack of spontaneity/flow of conversation, G5 = mannerisms/posturing, and G9 = unusual thought content. Since PANSS-6 consists of 6 of these 8 items, we tested whether PANSS-6 could accurately identify symptom remission in schizophrenia, using the Andreasen et al criteria 8 as reference/index of validity. In the Andreasen et al criteria, maintenance of simultaneous ratings of ≤3 (mild) over a 6-month period is required for symptom remission. However, since a very large proportion of the participants in CATIE phase 1 had dropped out prior to 6 months, we focused on "cross-sectional" remission, ie, the agreement between meeting PANSS-6 symptom remission criteria (score of ≤3 on each of the 6 PANSS-6 items) and meeting the Andreasen et al symptom remission criteria (score of ≤3 on the 8 items mentioned above) at any single rating occasion throughout the CATIE Phase 1 (n = 5080).
PANSS-6 Sensitivity to Differences in Antipsychotic
Efficacy Using PANSS-30 as the Reference. To test whether PANSS-6 could identify the same differences as PANSS-30 in the efficacy of the antipsychotics used in CATIE phase 1, we used linear mixed-effects models with subject random intercepts and with drug specific means determined by third order polynomials in time. Within-subject serial correlation between measures at different follow-up days was handled by a continuous time autoregressive process of order one. The actual follow-up day (visit day after baseline) measured in decimal weeks was used for these analyses with log(ratio to baseline) [ie, log(current total score / baseline total score)] as the outcome. The log(ratio to baseline) was chosen as the outcome based on the observation evident from the correlations shown in figure 1 , namely that the logarithmic transformation reduced the increasing spread of PANSS-6 ratios with increasing PANSS-30 ratios (compare the bottom right correlation to the top right correlation in figure 1) . Use of the log(ratio to baseline) resulted in stable variability between PANSS-6 and PANSS-30 throughout the range and thus a more reasonable comparison of the two. Moreover, residuals were in much better agreement with the normal distribution assumption of the mixedeffects model when the log(ratio to baseline) was used, whereas residuals from the ratios had a tendency of right skewness.
For meaningful interpretation of the polynomial intercept parameters, we subtracted 4 weeks from the decimal weeks and used this result as the time variable-the rationale being that first follow-up was carried out at around week 4 and thus that the intercept measures immediate treatment effect. A third order polynomial was chosen to allow for a reasonably flexible evolvement that could be used for all drugs (a polynomial of lower order could be used for some drugs, whereas a higher order was found not to give a better fit in any case). Comparison between pairs of drugs was carried out by the 4 degrees of freedom likelihood ratio test of the null hypothesis that all 2 times 4 coefficients in the polynomial were equal. Consistent with the study by Lieberman et al, 11 slightly different datasets were used for the pairwise comparisons: SET 1: Total sample excluding those with tardive dyskinesia (not eligible for perphenazine) and those receiving ziprasidone (late entry in the trial). This set was used for the comparison of perphenazine with olanzapine, quetiapine and risperidone. SET 2: Total sample including those with tardive dyskinesia and excluding those receiving ziprasidone (late entry in the trial) and perphenazine. This set was used for the pairwise comparisons between olanzapine, quetiapine, and risperidone. SET 3: Participants enrolled after ziprasidone was included-including those with tardive dyskinesia and excluding those receiving perphenazine. This set was used for the comparisons of ziprasidone with olanzapine, quetiapine, and risperidone. SET 4: Participants enrolled after ziprasidone was included-excluding those with tardive dyskinesia. This set was used for the comparison between ziprasidone and perphenazine. The likelihood ratio tests comparing the antipsychotics were adjusted for exacerbation (SET 1-4) and tardive dyskinesia (SET 2-3). As there were 10 pairwise comparisons of antipsychotics, the Bonferroni-adjusted threshold for statistical significance was 0.05/10 = 0.005 to maintain a significance level of 0.05.
Results
The results obtained for each of the 4 research questions addressed in this study are outlined below:
Scalability of PANSS-6 and PANSS-30
The results of the Rasch rating scale model for PANSS-6 and PANSS-30 are shown in table 1A. While PANSS-6 was accepted as being scalable at all 4 time points considered in the analysis, PANSS-30 was rejected at all 4 time points. The Rasch locations for the PANSS-6 items at baseline, month 1, 3, and 6 are shown in table 1B.
The mean Rasch-locations over the 4 time points (rightmost column in table 1B) indicate that the prevalence-severity hierarchy of the PANSS-6 items for the Note: A: Results of the item response theory analysis (Rasch) for PANSS-6 and PANSS-30 at baseline, month 1, month 3, and month 6 (n = 577). P values for the χ 2 test >0.01 are indicative of acceptable scalability. B: Rasch locations (ranks) for PANSS-6 at baseline, month 1, month 3, and month 6. The rank order is represented by the numbers in brackets. The numbers in the "Mean" column represent the mean of the locations at baseline, month 1, month 3, and month 6.
CATIE population is as follows: N4 = social withdrawal, N1 = blunted affect, P1 = delusions, P2 = conceptual disorganization, N6 = lack of spontaneity and flow of conversation, and P3 = hallucinations. This hierarchy means that while social withdrawal and blunted affect were associated with milder states of illness, lack of flow of conversation and hallucinations were indicative of more severe states of illness in the analyzed CATIE sample. 4 The results of the DIF analysis showed that gender, age, treatment allocation, and time (baseline, month 1, month 3, and month 6) did not significantly influence the rank order of the PANSS-6 items (supplementary table 1).
In order to ensure that the findings described above (PANSS-6 was scalable, while PANSS-30 was not) were not driven by the selection of the 6-month completers for the analysis, we repeated the primary Rasch analysis based on the baseline PANSS ratings of the "dropouts" (those without complete ratings for 6 months). This sensitivity analysis was based on PANSS ratings from 849 individuals (the ITT population of 1432 minus the 577 included in our primary analysis minus 6 individuals with incomplete PANSS-ratings at baseline). The results of the analysis of the dropouts confirmed those of our primary analysis, namely that PANSS-6 was scalable, whereas PANSS-30 was not. Furthermore, the Rasch locations at baseline (severity hierarchy) of the items were identical for the dropouts and the completers (supplementary  table 2 ). These results indicate that our primary scalability analysis was not biased due to selection.
Correlation Between PANSS-6 and PANSS-30 Total Scores
Results of the 4 correlation analyses described in the Methods section are outlined in figure 1 . The correlation between PANSS-6 and PANSS-30 total scores was high (Spearman correlation coefficient = 0.86). Similarly, the correlation between PANSS-6 and PANSS-30 was high between the relative changes in total scores (Spearman correlation coefficient = 0.77), between the total score ratios (Spearman correlation coefficient = 0.77) and between the total score log-ratios (Spearman correlation coefficient = 0.77).
Adequate Capturing of (Cross-Sectional) Remission Defined by the Andreasen et al Criteria by PANSS-6
There were 5080 PANSS ratings available for this analysis, 1464 (28.8%) of which met the Andreasen et al criteria 8 for cross-sectional remission. PANSS-6 captured these 1464 cases with a sensitivity of 1.00 (this result was foreseen a priori, as PANSS-6 consists of 6 of the 8 items Andreasen et al criteria), a specificity of 0.99 (48 false positives), a positive predictive value of 0.97, and a negative predictive value of 1.00, which sums to an overall accuracy of 0.99 (95% confidence interval
[CI] = 0.99-0.99). The 48 (0.94%) of the 5080 PANSS ratings, representing false positive remission (ie, meeting PANSS-6 remission criteria, but not the Andreasen et al criteria), had a score of 4 = moderate (and not of 5 = moderate severe, 6 = severe, or 7 = extreme) on either item G5 = mannerisms/posturing (n = 18), item G9 = unusual thought content (n = 29) or both (n = 1). Figure 2 contains Kaplan-Meier plots of remission (the probability of nonremission) for each antipsychotic over the course of the CATIE study. The trajectories of the Kaplan-Meier curves for the individual antipsychotics (see color code) are almost identical for PANSS-6 and PANSS-30, ie, the similarity between remission as defined by PANSS-6 and the Andreasen et al criteria is not biased by the individual antipsychotics studied in CATIE phase 1. SET 1, SET 2, SET 3, and SET 4 refers to those described in PANSS-6 sensitivity to differences in antipsychotic efficacy using PANSS-30 as the reference section under Methods section.
Test of PANSS-6 Sensitivity to Differences in Antipsychotic Efficacy Using PANSS-30 as the Reference
The results (P values) of the likelihood ratio tests comparing the efficacy of the 5 antipsychotics employed in the CATIE phase 1 study are provided in table 2.
The results show that PANSS-6 and PANSS-30 identified the exact same statistically significant (Bonferroniadjusted level = 0.005) differences in antipsychotic efficacy, namely that olanzapine was superior to risperidone (P-value PANSS-6=0.0003 and PANSS-30 = 0.0003) and ziprasidone (P-value PANSS-6 = 0.0018 and PANSS-30 = 0.0046). This overlap of results obtained with PANSS-6 and PANSS-30 is further illustrated in figure 3, which shows the estimated polynomials of order 3 describing the trajectory of PANSS-30 and PANSS-6 scores with treatment time (weeks from baseline) as measured by the log(ratio).
Discussion
The aim of this study was to test the validity of PANSS-6 7 in the CATIE phase 1 study, which represents the largest clinical trial with participants suffering from chronic schizophrenia. 11 Specifically, 4 research questions were addressed, resulting in the following findings:
(1) Similar to our analyses in acutely exacerbated schizophrenia inpatients, 7 in chronic outpatients PANSS-6 was scalable, whereas PANSS-30 was not. Furthermore, the PANSS-6 item rank order was consistent over time, and across gender, age, and antipsychotic treatments. The ability of a rating scale to sustain the item rank order independently of these factors/characteristics is essential for its validity in comparing patients and treatments over time in a clinical trial or in clinical practice. 7, 17 Interestingly, the Rasch locations (severity hierarchy) of the PANSS-6 items observed in this study of chronic outpatients (N4 = social withdrawal, N1 = blunted affect, P1 = delusions, P2 = conceptual disorganization, N6 = lack of spontaneity and flow of conversation, and P3 = hallucinations) were different from those found in our prior study of acutely exacerbated inpatients (P1 = delusions, P3 = hallucinations, P2 = conceptual disorganization, N4 = social withdrawal, N1 = blunted affect, N6 = lack of spontaneity and flow of conversation). 7 In fact, the ranking was inverse, with lower severity (but higher prevalence) of the negative symptoms and higher severity (but lower prevalence) of the positive symptoms in the chronic outpatients, contrasting with lower severity (but higher prevalence) of the positive symptoms and higher severity (but lower prevalence) of the negative symptoms in acutely exacerbated patients. These findings likely reflect that the current study was based on PANSS ratings of patients with chronic schizophrenia in a relatively stable phase of illness, whereas our prior study was based on selectively higher PANSS ratings of acutely ill patients with exacerbated positive symptoms of schizophrenia. 9, 10 Curiously, however, lack of spontaneity and flow of conversation (N6) was of high severity and lower prevalence in both populations. Importantly, in both studies, DIF analysis demonstrated that the Rasch locations were stable over time, and across gender, age, and antipsychotic treatments.
(2) The total PANSS-6 and PANSS-30 scores were very highly correlated (Spearman correlation coefficient = 0.86). Thus, it appears that although PANSS-6 contains 24 items less that PANSS-30, it essentially conveys the same core severity information for schizophrenia. Specifically, the squared Spearman correlation coefficient (0.86 × 0.86 = 0.74) indicates that approximately 74% of the variance in PANSS-30 is explained by PANSS-6. Put differently, given that PANSS-6 covers 6 of the 8 symptoms included in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 7, 18 it seems that these specific 74% represent the core of schizophrenia covered by the much more extensive and laborious PANSS-30.
(3) At the cross-sectional level, PANSS-6 identified symptom remission as defined by the Andreasen et al criteria with very high accuracy (0.99, 95% CI = 0.99-0.99). This finding entails that using the psychometrically valid and even shorter PANSS-6 to define cross-sectional remission is equal in performance to the Andreasen et al criteria. Furthermore, since this analysis was based on 5080 ratings from the entire phase 1 of CATIE and only 48 cases (<1%) of false positive classifications of remission on PANSS-6 compared to the Andreasen et al criteria were found, it seems likely that PANSS-6 can also validly classify remission longitudinally-for instance over 6 months as proposed by Andreasen et al. 8 This possibility should be subjected to prospective testing.
(4) PANSS-6 and PANSS-30 identified the exact same statistically significant differences in antipsychotic efficacy in CATIE phase 1, namely that olanzapine was superior to both risperidone and ziprasidone. Thus, also in terms of detecting differences in the antipsychotic effect of drugs in chronic schizophrenia, PANSS-6 was as sensitive as PANSS-30. This finding is consistent with the results from our prior analysis of 2 studies 9,10 of acutely ill hospitalized patients with schizophrenia, where PANSS-6 was able to detect superior efficacy of haloperidol and sertindole compared to placebo. 7 There are a number of limitations to consider when interpreting the results of this study. First, the CATIE study was not prospectively planned to enable psychometric validation of PANSS-6. However, a positive consequence of this limitation is that the PANSS ratings are unlikely to be biased in favor of PANSS-6 since PANSS-6 had not been established when the CATIE trial was conducted.
Second, since all participants in CATIE either met or had met DSM-IV criteria 14 for schizophrenia, it is unclear whether the findings reported here are valid for other psychotic disorders and for schizophrenia operationalized by other diagnostic systems, most importantly for the DSM-5, 18 the International Classification of Disease, 10th revision (ICD-10) 19 and the upcoming ICD-11. That being said, based on the similarity in the diagnostic criteria for schizophrenia in the DSM-IV, DSM-5, and ICD-10 (and those proposed for ICD-11), we have no reason to believe that the updates in the diagnostic manuals will have a large influence on the external validity of the results reported here. However, at least in section 3 of DSM-5, 18 dimensional ratings of schizophrenia symptoms are proposed for clinical use. The utility and psychometric properties of these dimensional assessments in clinical care need to be studied and should be compared to the utility of the PANSS-6, evaluating also whether the combined use of these instruments is feasible and whether it provides additional value.
Third, we did not investigate PANSS-6 symptom remission over 6 months, which is considered to be the standard duration criterion for remission. 8 However, since PANSS-6 captured "cross-sectional" remission as defined by the Andreasen et al. criteria with an accuracy of 0.99 in a total of 5080 rating occasions across the first 6 months of CATIE data, we are optimistic that it will also be able to do so beyond 6 months. However, this question should be subjected to prospective testing.
Fourth, the core psychopathology measured by PANSS-6 is of course only one element of assessment. In many situations, it will be of relevance for both researchers and clinicians to address multiple additional dimensions, including psychopathology, social and interpersonal functioning, subjective wellbeing, quality of life, adverse effects, and physical health. If researchers or clinicians are interested in broader symptomatology, other versions of PANSS can be used, such as the 8-item version defined by the Andreasen et al criteria, 8 the 14-item version suggested by Levine et al 3 (consisting of the 7 positive symptom items and the 7 negative symptom items), or the full PANSS-30.
1 Also, for patients with severe schizophrenia-associated symptoms of depression or anxiety, PANSS-6 will not capture these symptoms. In such cases, it will be relevant to also administer rating scales specifically addressing these symptom domains, such as the Calgary Depression Rating Scale 20 or the Hamilton Anxiety Rating Scale. 21 However, when assessing the core symptom severity of schizophrenia, we believe that PANSS-6 is a good option from a clinical and psychometric perspective. 4 Finally, and perhaps most importantly, a major limitation of this and the other studies of PANSS-6 is that the data were extracted from studies using the full PANSS-30. [9] [10] [11] 22 Therefore, it remains unknown whether it is possible to obtain sufficient information for PANSS-6 rating without using the full PANSS-30 interview, which takes up to 60 min to administer in some cases and which also includes elicitation of symptoms that might help rating the PANSS-6 items. That the same information with similar psychometric and clinical validity can be obtained from a much shorter interview is of course a prerequisite for the utility of PANSS-6. We recently developed the Simplified Negative and Positive Symptoms Interview (SNAPSI), which can be used to collect information for rating selected items from various rating scales (including the 6 PANSS-6 items). SNAPSI takes approximately 15 min to administer and has performed well in our pilot tests. Therefore, we plan to subject it to thorough clinical and psychometric validation in research and clinical settings in different countries 23 in the near future. In summary, studies of PANSS-6 so far suggest that this brief scale may represent an advance in clinical trials methodology relating to antipsychotic efficacy. We also believe that PANSS-6 can orient clinicians to a measurement-based assessment of core psychopathology to evaluate treatment effects, success with core symptom remission, warning of impending relapse, etc., and we are planning to test these possibilities in prospective clinical studies. Indeed, it seems that PANSS-6 has the potential to become a useful tool for feasible measurement-based care approaches in schizophrenia. Measurement-based care has already demonstrated its value in major depressive disorder, [24] [25] [26] [27] [28] [29] [30] [31] [32] but has been tested in schizophrenia to a much lesser extent. [33] [34] [35] That being said, the core psychopathology measured by PANSS-6 is but one element of assessment, and clinicians or researchers may wish to address multiple dimensions of psychopathology,
